• Health, financial, and housing relocation goals increased over time in housing.
Introduction

Permanent Supportive Housing
As a matter of federal policy for the past decade, the nation has prioritized the provision of non-temporary housing coupled with supportive services-permanent supportive housing (PSH)-as a solution to the troubling and persistent challenge of chronic homelessness (Byrne, Fargo, Montgomery, Munley, & Culhane, 2014 ; National Alliance to End Homelessness, 2012; Rog et al., 2014 , Smelson et al., 2016 . A principal metric of success in this strategy to address homelessness, and the charge to local entities seeking federal support to address chronic homelessness in their jurisdictions, has therefore been the retention of these formerly homeless persons in housing. Providing PSH and maintaining persons in housing is an important objective, as experiencing homelessness is associated with higher levels of morbidity and mortality as well as utilization of high-cost acute health care and other services (Fazel, Geddes, & Kushel, 2014; Gulcur, Stefancic, Shinn, Tsemberis, 
O R I G I N A L A R T I C L E
persons, "higher-order" and humanistic needs such as thriving (Feeney & Collins, 2014) have received far less attention and emphasis in this population. Hopper (2012) issued a caution against the use of housing as a means of warehousing persons experiencing homelessness, a process antithetical to the right of every human being to realize his or her potential-this caution underlines the relevance of focusing on and promoting thriving. Emerging research with formerly homeless persons in community psychology has begun to address this concern by emphasizing the importance of psychological integration (Ecker & Aubry, 2016) , sexual, and romantic intimacy (Ecker, Cherner, Rae, & Czechowski, 2017) , and centering client voices (Pruitt et al., 2018) , although the concept of "thriving" has yet to gain significant traction in the published literature with this population. Recent findings that compassion for persons experiencing homelessness have increased among the public in the past two decades (Tsai, Lee, Byrne, Pietrzak, & Southwick, 2017) suggest that efforts to promote thriving and greater life fulfillment among formerly homeless persons may now be met with improved understanding and acceptance.
Moving into permanent housing after experiencing homelessness represents an important time of transition, and obtaining housing may enable persons to subsequently pursue non-subsistence-focused, aspirational needs. As Henwood, Derejko, Couture, and Padgett (2015) hypothesize utilizing Maslow's theory of hierarchy of needs, formerly homeless persons in permanent housing will have a better chance of thriving than those without permanent housing, given that meeting basic needs is, in Maslow's theory, a prerequisite for subsequent pursuance of a fulfilling life and other higher-order needs.
What is Thriving?
In the past two decades, a growing body of research and evidence demonstrates that subjective well-being can and should be measured as part of a comprehensive understanding of quality of life (OECD, 2013) . Feeney and Collins (2014) provide a conceptual paradigm for understanding thriving as a measure of subjective well-being, proposing a model comprised of five components: hedonic well-being (e.g., subjective life satisfaction, quality of life), eudaimonic well-being (e.g., meaning and purpose, moving toward meaningful life goals), psychological well-being, social well-being, and physical well-being.
Research has shown that providing low-barrier housing with services for persons experiencing homelessness has been associated with increased hedonic well-being-operationalized most commonly as quality of life (Aubry et al., 2015; Bean, Shafer, & Glennon, 2013; Chung et al., 2017; Henwood, Matejkowski, Stefancic, & Lukens, 2014; Patterson et al., 2013) , as well as improvements in social well-being (Henwood, Derejko et al., 2015; Henwood, Stefancic et al., 2015; , and better physical health outcomes (Crisanti et al., 2017; Fitzpatrick-Lewis et al., 2011; Russolillo, Patterson, McCandless, Moniruzzaman, & Somers, 2014; Sadowski, Kee, VanderWeele, & Buchanan, 2009 ). Psychological well-being has also been fairly extensively studied among homeless persons moving into permanent housing, although findings as to whether housing improves mental health outcomes have been mixed (Benston, 2015; Brown, Jason, Malone, Srebnik, & Sylla, 2016; Chung et al., 2017; Crisanti et al., 2017) . However, among the components of thriving conceptualized by Feeney and Collins, eudaimonic well-being, which includes a central aspect of meaningful life goals, is largely absent from the literature on outcomes among persons who are living in permanent supportive housing.
Permanent Supportive Housing and Eudaimonic Wellbeing: Life Goals While the literature cited above provides evidence of a growing understanding of well-being and quality of life as important for persons experiencing homelessness and permanent supportive housing, there remains limited research regarding eudaimonic concepts of thriving (e.g., both the articulation of meaningful life goals and the ability to pursue such goals) in this population, although these have been identified as cornerstones in the recovery movement that has been the impetus for mental health service transformation (President's New Freedom Commission on Mental Health; 2003; Anthony, 1993) .
Several studies have examined the presence of meaningful life goals as outcomes among persons who are currently experiencing homelessness, including among youth (Usborne, Lydon, & Taylor, 2009 ), mothers (Tischler & Vostanis, 2007) , and adults utilizing homeless shelters (Laan et al., 2017; Schwend, Cluskey, & Cordell, 2015) . Additionally, one previous publication examined life goals of homeless men and women just before they transitioned into permanent supportive housing (Bird, Rhoades, Lahey, Cederbaum, & Wenzel, 2017) .
To our knowledge, however, only one study has examined life goals among currently-housed, formerly homeless persons: qualitative study of 63 persons experiencing homelessness and serious mental illness (SMI) who were entering either Housing First or treatment first programs. While hypothesizing that housing would provide a platform for the articulation of higherorder life goals in the specific context of SMI recovery, Henwood et al. found that there was not a straightforward path between meeting basic needs and the subsequent ability to pursue higher-order goals.
Study Purpose
This study collected large-scale longitudinal data on major life goals as articulated by persons experiencing homelessness prior to moving into PSH, and at several time points over their first year in PSH, building on earlier studies that described goals among persons while experiencing homelessness, Expanding on Henwood et al.'s qualitative exploration of goals, we utilize quantitative analysis techniques, adjusting for individual demographic characteristics that may affect life goals, to explore how the formulation and achievement of important life goals changes over time as formerly homeless persons transition to and reside in PSH. This study is necessary to fully understand the experiences of persons living in PSH, and to ensure that programs are best meeting the range of potential needs and aspirations of this population and can support opportunities to thrive.
Although it seems reasonable to expect that housing attainment may provide a platform for enabling persons to pursue higher-order or aspirational life goals, as Henwood, Derejko et al. (2015) , Henwood, Stefancic et al. (2015) identified, this progression may not occur in the expected, stepwise fashion. As such, we aim to understand and contextualize the life goals of formerly homeless persons during their first year in PSH. Toward this end, this paper will explain the following: , 2016) . Participants in this study recruited at baseline (N = 421) were very similar to all individuals aged 39 or older without dependent children who were entered into the Los Angeles County Homeless Management Information System (HMIS) within the Los Angeles Continuum of Care during the same time period as study recruitment. The age and race/ethnicity distributions of both samples were nearly identical; however, our sample was 27.8% women, whereas the County HMIS reflects a higher proportion (33.4%) of women (LAHSA, 2016) .
Participants were initially screened for eligibility via phone or in person. Participants were eligible for the longitudinal study if they were 39 years old or older (turning 40 during the year of participation in the study), spoke English or Spanish, and were considered currently homeless unaccompanied adults (without minor children). These data were collected as part of a larger longitudinal study examining changes in HIV risk behavior over time; as such, the age and non-parenting requirements were implemented to maximize our ability to detect changes in HIV risk outcomes by minimizing variability due to developmental life stage or current parenting status. An additional eligibility criterion required a confirmation by agency personnel that the participant moved into PSH within 20 miles of downtown Los Angeles. Due to the substantial number of homeless adults who moved into permanent housing in a neighboring city, Long Beach, an exception was made to include participants moving into this geographic region if it exceeded the 20-mile radius.
Prior to their participation, homeless adults completed the signed informed consent process in English or Spanish. Participants were interviewed prior to or within 5 days of PSH move in and at 3 months after their interview (additional data collected at 6-and 12-months post move-in are not analyzed in this paper). Each interview was administered by a trained study interviewer and took between 1 and 1.5 hours to complete. At baseline, 421 persons were enrolled in the study, with 405 completing 3-month interviews (96.2% retention), 400 completing 6-month interviews (95.0% retention), and 383 completing 12-month interviews (91% retention). Reasons for loss at each time point included death, incarceration, withdrawal, and loss of contact. Persons not interviewed at any survey midpoint were still eligible for completing later interviews (excluding those persons who passed away or withdrew from the study). Analyses in this sample include only persons who completed all four study time points (n = 369). All study procedures were approved by the authors' university's institutional review board. Additionally, the study received a certificate of confidentiality from the U.S. Department of Health and Human Services to protect participant data from subpoena.
Measures
Participant demographic characteristics (age, gender, race and ethnicity, achievement of high school education, or General Equivalency Diploma, and whether the respondent has children) were assessed using items adopted or adapted from previous research (Wenzel, 2005 (Wenzel, , 2014 
Analysis
All short-answer, open-ended responses were coded using a directed content analysis approach (Hsieh & Shannon, 2005) , wherein open-ended responses were reviewed and specific and general themes were identified (Padgett, 2008; Seidman, 1998) . While expecting we would see certain categories in these analyses (housing, health, social relationships, etc.), all responses were inductively coded and additional thematic categories arose and were coded during the process. For purposes of data reduction, these themes were operationalized as a series of specific variables quantifying life goals (e.g., health, mental health, financial goals), goals changes (e.g., no change, evolving goals), and resources needed for meeting goals (e.g., personal effort, money). This approach was undertaken because of a lack of existing quantitative measures that could adequately assess a wide (and mostly unknown) range of potential life goals and themes related to achieving life goals. Two researchers co-coded all responses and reviewed the resulting thematic variables together; any discrepancies were resolved through discussion until consensus was reached. For the main life goals question asked at each time point, participants could mention multiple goals and dichotomous variables were created to indicate the presence or absence of each thematic goal at each time point; as such, goals are not mutually exclusive. An additional variable was created to indicate when a participant had discussed two or more life goals.
To examine whether there existed statistically significant changes in life goals over time, generalized estimating equations (GEEs) controlling for demographic and goal characteristics (age, race/ethnicity, gender, education, and total number of goals) were modeled in Stata 14 (StataCorp, 2015) . Goals identified at each time point were tested as compared to goals identified at baseline (prior to housing). Given the large number of relationships examined in these analyses, we utilized the Holm-Bonferroni method for multiple comparison adjustments (Holm, 1979) ; only relationships that reached statistical significance (p < .05), or trend-level significance (p < .10) in Holm-Bonferroni adjusted p-values are indicated in the results.
Results
Respondent characteristics are shown in Table 1 (included are descriptives for all persons retained in the study at the 12-month interview; N = 369). The average age of participants at study enrollment was 54.5 years and 69% identified as male. More than half of participants were Black/ African American (55%), more than three quarters had a high school education (76%), and 62% reported that they had any children. The average number of reported life goals at each time point was approximately two.
Life Goals and Life Goal Changes
As shown in Table 2 , when we interviewed persons prior to their move into PSH (baseline), the most common goal, by far, was the desire to obtain housing (53%). The goal of housing attainment virtually disappeared at subsequent interviews, as the vast majority of respondents remained in housing at 12 months (96%). The other most common goals articulated by respondents at baseline included aspirational goals (34%), vocational goals (33%), health goals (22%), and relationship goals (20%).
As a combined category, aspirational goals were cited by more than one-third of respondents at baseline, and tended to decrease over time, falling to 22% at 6-and 12-month interviews. A large number of different types of aspirational goals were articulated, the most common being giving back to the community (8%; e.g., "help others out of their addiction," "become a foster parent"), rebuilding life (7%; e.g., "re-obtain my previous lifestyle," "re-establish myself within the community"), self-improvement (6%; e.g., "become a better person," "keep moving forward and becoming successful"), independence (6%; e.g., "make choices for myself," "pay for my own apartment and car"), and religion (6%; e.g., "to get closer to God", "tap into God and get rid of evil spirits hindering me"). There is no clear pattern as to which specific aspirational goals account for the overall decrease in aspirational goals; however, once people were housed, the number of persons naming rebuilding life or independence as primary goals decreased (to 3% and 1% by 12 months, respectively; results marginally statistically significant). Most other aspirational goals remained consistent over time, including self-improvement (6% at baseline and 7% at 12 months), travel (1% at both baseline and 12 months), artistic pursuits (4% at baseline and 3% at follow-up), and religion (6% at baseline and 5% at 12 months).
While vocational goals tended to decrease over time (falling to 23% at the 12-month interview, perhaps driven by the decrease in employment goals from 24% at baseline to 16% by 12-month post-housing), this was not a statistically significant change in adjusted longitudinal models.
Goals related to health increased over time, peaking at 40% at the 6-month interview. This change appears to be driven primarily by statistically significant increases in persons articulating goals focused on mental health (2% at baseline and 8% at 12-month follow-up) and physical health (14% at baseline and 22% at 12 months). Substance recovery goals remained relatively low and consistent over time (5% at baseline and 4% at 12 months), as did goals related to mortality (4% at baseline and 12 months; e.g., "To stay alive.").
Relationship goals remained stable over time, including those relationship goals related to specific categories of persons, such as friendships/social relationships (2% at baseline and 1% at 12 months), relationships with children (9% at baseline and 8% at 12 months), or grandchildren (4% at baseline and 5% at 12 months), and relationships with romantic partners (3% at baseline and 2% at 12 months; a small jump to 6% at 6 months was not statistically significant).
Thirteen percent of respondents cited financial goals at baseline, and the rate of persons naming financial goals demonstrated a statistically significant increase over time, topping out at 22% at the 3-month interview. While the most common financial goals were general in nature (e.g., "To become financially stable" or "To not have to worry about money"), financial goals related to obtaining public benefits (5% at 12 months) and possessions (4% at 12 months) were also cited.
At 3 months after PSH move-in, respondents began mentioning housing retention (11%), and housing relocation (10%) as important life goals. Housing retention as a goal decreased again at 12 months (6%; not statistically significantly different from baseline), while relocation increased to 22% by 12 months (statistically significant). When talking about relocation, the most commonly-cited reason participants gave for their desire to relocate was wanting to live in a better neighborhood (13% of respondents at 12 months), followed by a desire for better housing (7% at 12\ months; e.g., "To live in a better apartment," "To get an apartment with a balcony, bathroom, and kitchen").
Legal goals were the least commonly cited by participants (1% at baseline and 4% at 12 months); this category included being law abiding (e.g., "staying out of trouble," or "get off probation") and gaining U.S. citizenship.
We identified several demographic characteristics that were associated with increased or decreased likelihood of naming particular life goals (not presented in a table). As people aged, they were less likely to name employment (OR = 0.96; 95% CI: 0.93-0.99) or mental health (OR = 0.95; 95% CI: 0.90-0.99) as life goals. Female respondents were more likely to report health (OR = 1.56; 95% CI: 1.01-2.39) and relationships with children as goals (OR = 1.93; 95% CI: 1.02-3.64), and less likely to report substance recovery goals (OR = 0.37; 95% CI: 0.15-0.89). Those with high school or more education were less likely to name housing retention (OR = 0.36; 95% CI: 0.20-0.66) or substance recovery (OR = 0.45; 95% CI: 0.22-0.95) as life goals. Those who had children were more likely to report recovery from substances as a goal (OR = 1.19; 95% CI: 1.06-1.34), as were white respondents (OR = 2.37; 95% CI: 1.14-4.95). Not surprisingly, having children was associated with naming relationships with family (OR = 1.22; 95% CI: 1.07-1.38), children (OR = 1.47; 95% CI: 1.30-1.66), or grandchildren (OR = 1.29; 95% CI: 1.11-1.50) as life goals. 
Reflections on Changing Life Goals
At their 12-month interview, respondents were asked to reflect on how their life goals had changed since they moved into housing (Table 3) . Nearly one-third (32%) reported that neither their goals nor their ability to reach them had changed measurably since they moved into housing, while 31% reported that their goals had changed for the better since PSH move-in. The latter group primarily expressed a transformation from prehousing survival-focused goals to post-housing higherorder goals, such as quality of life or "becoming a better person." Nearly 19% of respondents reported that their original goals had not changed since housing (and remained unmet), but that they perceived they had an increased ability to pursue those goals, as housing provided a platform for accessing previously unattainable goals. Similarly, 17% of respondents reported that housing enabled them to finally achieve long-held goals (e.g., "Everything changed for the better."). A smaller group of people (5%), reported instead that they felt less able to pursue major life goals now that they were in housing. A primary theme among these respondents was that their current housing situation was negatively impacting their mental health (e.g., "I'm more depressed.").
Reflections on What is Needed to Reach Goals
When asked at 12 months what they thought was the most important resource they needed to meet their existing life goals, the most common theme related to expending personal effort (36%), for example, staying focused, paying rent on time, or improving diet and exercise (Table 3) . The next most commonly-cited necessary resource was money (22%), followed by general instrumental assistance (18%; this code encompassed a wide variety of instrumental needs, including clothing, documentation, vouchers for non-PSH housing, etc.). Other needs included help with obtaining needed services (10%), improved health (9%), changes/improvement in social support (8%), religionrelated needs (5%), education (5%), employment (5%), and relocation (1%). About 11% reported needs that could not be easily categorized, including large-scale or unattainable goals, such as "a miracle" or "to find the cure for HIV."
Discussion
In this paper, we have provided an overview and context regarding an important aspect of thriving-the ability to articulate and pursue life goals (i.e., eudaimonic wellbeing)-among formerly homeless adults living in PSH. Toward this end, we first examined which goals were most frequently cited by adults in PSH, then how those goals changed over time. We found that housing-related goals, aspirational goals, health goals, and financial goals were common and evolved over a 12-month period, while vocational and relationship goals were also common, but did not change significantly over time. Goals that were not frequently cited by participants included those pertaining to substance recovery, basic survival, and legal issues; further research may be needed to understand whether these goals are uncommon because those in housing do not need such assistance, or whether there is some other factor at play (e.g., persons in PSH not viewing substance use recovery as necessary for meeting other important life goals). We also assessed how formerly homeless adults who had lived in housing for 12 months described the impact of housing on their life goals, as well as what they described as their existing needs for meeting major life goals. Overall, most respondents felt that housing enabled them to meet long-held or previously unattainable goals, improved their prospects for meeting existing unmet goals, or facilitated the transformation of life goals toward larger-order, less survival-based goals. Most participants cited money, services, education, healthcare, employment, or other instrumental needs as the primary resources that would help them to meet their life goals.
Our final aim in this paper was to ascertain what services and programs might be most important in helping persons in PSH achieve their major life goals. This aim is undertaken in part because the intended design of permanent supportive housing is to incorporate service delivery that assists with these needs (Sun, 2012) , and the persistence of such needs at 12 months post-housing suggests the need for continued intensive services for persons within PSH.
More than one-third of respondents felt the major missing piece they needed to attain their life goals was personal effort. As such, interventions which utilize clientcentered approaches aimed at resolving ambivalence and facilitating personal change, such as motivational interviewing (Rollnick & Miller, 1995) , may prove useful in assisting PSH residents with meeting major life goals, and therefore enabling thriving. We caution that this finding may also suggest that these formerly homeless residents of PSH have internalized the still too-common societal attitudes toward persons experiencing homelessness that center on blaming these persons for their hardships (Belcher & DeForge, 2012) . To the extent that this perception of needing more personal effort is based in internalized societal stigmas rather than in a need for additional skills to navigate a challenging environment to achieve the resources necessary for life fulfillment, it may be appropriate for clinicians and other staff to help clients achieve more skills and a more balanced view of personal versus societal responsibilities.
Other services and programs that might be useful for adults in PSH include programs specifically targeted toward those life goals for which we identified change over time. For example, our findings that financial goals tended to increase while in housing may indicate that residents' financial resources as well as financial responsibilities (e.g., rent, home furnishings, etc.) increased over time in PSH. To aid residents in meeting financial goals, and to ensure residents engage in responsible household budgeting and avoid predatory financial practices, providers may consider offering financial education programs for residents. Such programs may also be important for the maintenance of housing, as prior research has identified money mismanagement as a risk factor for subsequent homelessness among military veterans (Elbogen, Sullivan, Wolfe, Wagner, & Beckham, 2013) .
Articulation of life goals related to general physical health and mental health also increased over time in housing. While future research may be needed to understand whether such changes are due to increasing physical or mental health symptoms while in housing, or simply an increased ability to focus on mental or physical health needs once the basic need of housing has been achieved, these results suggest a continued need for efforts focused on improving mental or physical health after receiving housing. This finding may also lend support to the assertion that stable housing serves as a foundation for improved health promotion behaviors and health status (Crisanti et al., 2017; Fitzpatrick-Lewis et al., 2011; Russolillo et al., 2014; Sadowski et al., 2009) .
Housing retention as a primary life goal among persons in this study peaked at 6 months and then declined again at 12 months. One possible explanation is that persons became more comfortable with the prospect of retaining their housing once they had been stably housed for a full year, as the first year in housing can be stressful for both residents and service providers (Center for Urban Community Services, n.d.). Alternatively, residents may have been moving the focus of their life goals from housing retention to housing relocation, as relocation as a goal increased considerably by 12 months. Many PSH residents are eligible for more flexible housing vouchers after 1 year in PSH, which allow them to choose from a wider array of housing options (HACLA, 2017) . One previous study found that 50% of those in a PSH program for adults with mental illness left the housing program within 2.5 years, and the majority of those persons relocated voluntarily into stable, positive living environments (Wong et al., 2006) . The transition over time from housing retention to relocation as a major life goal in this study may thus reflect a desire among residents to move forward in their recovery from homelessness, and relocation assistance may therefore be an important aspect of well-rounded services within PSH.
Social relationship goals remained relatively consistent over time among persons in this study, which may indicate an unmet need for programs that facilitate re-connection with family or improvement of social relationships among persons within PSH. Social isolation is damaging to health and well-being (Steptoe, Shankar, Demakakos, & Wardle, 2013 ), yet literature indicates that social integration may remain a persistent challenge among formerly homeless persons in permanent supportive housing (Ecker & Aubry, 2016; Tsai, Mares, & Rosenheck, 2012; Yanos, Barrow, & Tsemberis, 2004) . Given that social relationship goals remain consistently common among persons in PSH, promotion of social integration is an area where service providers could potentially focus interventions and programs that might be well-received among persons within PSH. There is extant evidence that strengths-based programs, such as critical time interventions, may improve family support and psychological distress for persons transitioning into housing (de Vet et al., 2017) . Such programs may be most effective if they are peer or community driven; however, further research is necessary to understand the ideal mechanisms for improving social integration.
While disparate in their specific manifestation, aspirational goals were common among persons prior to moving into PSH; however, such goals were less frequently cited over time. It is difficult to definitively articulate whether this suggests persons are meeting aspirational goals while in PSH or whether persons are giving up on aspirational goals over time, although findings that many respondents identify housing as the platform from which they were able to attain (or move toward) larger life goals lends credence to the former as a probable explanation. Furthermore, life goals related to rebuilding life or gaining independence decreased slightly over time as people lived in PSH (marginally statistically significant), which may be due to the simple fact of being housed after experiencing the devastation of homelessness. This transition to relative permanence and stability may make people feel intrinsically that they are meeting goals related to rebuilding life and gaining independence. Alternatively, housing may provide a platform for persons to help achieve goals related to independence and rebuilding. The finding that many respondents at 12 months reported that they had met their goals (17%) or found goals easier to achieve once in housing (19%) suggests the possibility that housing itself was a primary driver allowing persons to meet goals related to independence and rebuilding (and possibly other aspirational goals as well). Other aspirational goals remained relatively consistent over time, suggesting there is a need for programs within PSH that focus on helping persons pursue personal aspirational goals related to creativity, self-improvement, and giving back to the community. Overall, these findings provide preliminary evidence to suggest that while housing is necessary for survival, stability, and independence, housing in and of itself may not be enough to ensure persons can meet aspirational life goals and achieve other aspects of thriving which may be taken for granted among non-homeless persons. Intervention and research efforts that prioritize resident perspectives and provide innovative opportunities for collaboration, such as photovoice and other qualitative methods, may be helpful in exploring aspirational goals and empowering persons transitioning into housing with new ways to achieve meaning and creativity (Brown, Chodzen, Mihelicova, & Collins, 2017; Pruitt et al., 2018) .
Although the results of this study indicate a need for efforts within permanent supportive housing that focus on enabling residents to thrive, existing research with PSH providers suggests that, due to limited provider capacity and high resident-to-provider ratios, program staff typically perceive their jobs to be primarily focused on keeping people in housing . Other needs of PSH residents, for example, HIV prevention , receive less attention in this context of competing priorities. This current context is therefore likely to limit the time and attention available for providers to address higher order needs and achievement of life goals with residents.
Limitations
These analyses utilize data collected from a cohort of homeless adults moving into PSH in Los Angeles, and are therefore not necessarily representative of all persons in PSH. The context of Los Angeles, a dense, urban area that is home to the largest population of homeless persons in the U.S., may be different from that of rural or other urban settings. Furthermore, this study sample excluded persons under the age of 39 and those moving into PSH with minor children; developmental life stage and parenting may impact life goals in ways that cannot be addressed with these data. We also did not follow-up with respondents at each time point to discuss their previously reported goals and whether or not they had met them during the intervening time period; future qualitative research may be needed to explore such changes in greater depth. Additionally, the explanation of our finding that mental health goals increased over time may point to either increased ability of individuals to focus on their mental health needs, or worsening mental health symptoms over time. This is an area where future research may also be warranted. Finally, given the limited capacity of PSH providers to provide intensive support for residents in articulating and pursuing life goals, some persons in PSH may not have spent much time considering goals; as such, our simple, open-ended question asking participants to describe major goals may not be wholly adequate in assessing goals for these persons.
Conclusion
Overall, these findings contribute to the literature on thriving among persons in PSH by describing and contextualizing how eudaimonic well-being (Feeney & Collins, 2014 ) may be of key importance to persons transitioning out of homelessness and while living in permanent supportive housing. We also suggest some areas where focused services may help persons in meeting their major life goals and further improving general well-being. Within this context, it may be important to also consider the small group of persons who did not feel housing improved their ability to meet life goals, but instead reported feeling affected by negative aspects of their housing situation and therefore less able to pursue goals. Such persons are deserving of future research attention to better understand how housing can meet their specific eudaimonic well-being goals.
